Congenital mesenteric defects are rare and often recognized only in surgery or autopsy. Preoperative diagnosis of an internal hernia is quite rare. A common symptom of trans-mesenteric intestinal herniation is intermittent postprandial pain. If there is strangulation of the mesenteric internal herniation, there is often vomiting and constipation. Signs and symptoms of a bowel obstruction in a patient without previous abdominal surgery or inguinal hernia as well as without history of intra-abdominal operation and infection suggest the possibility of a congenital mesenteric defect with internal herniation. Early diagnosis and surgical treatment are important to reduce morbidity and mortality. This study aimed to present the case of a 20-year-old female patient on whom preoperative diagnosis of internal trans-mesenteric internal hernia was made.
INTRODUCTION
Diagnosing patients with mesenteric defects and intermittent intestinal herniation is difficult since vomiting and abdominal pain occur when a bowel loop herniates. Symptoms resolve when internal hernia spontaneously reduces. [1, 2] Size of the mesenteric defect will determine if there will be symptoms. The true incidence of congenital mesenteric defects is unknown congenital defects may occur in the avascular areas of colon mesentery ( Figure 1 ). Very small and very large defects will be asymptomatic. Some patients with internal mesenteric defects will have intermittent but self-limited symptoms. In others, the diagnosis is made at surgery or [if treatment is delayed] at autopsy. Mesenteric herniation of some patients can be diagnosed pre-operatively. [3] This study reported the case of a patient on whom preoperative diagnosis of congenital mesenteric herniation was made by CT.
CASE REPORT
A 20-year-old woman presented to the emergency department with a history of abdominal pain, nausea and vomiting ongoing for 24 hours. Physical examination showed abdominal distension, epigastric tenderness with rebound tenderness and referred pain to the left lower quadrant. Rectal examination revealed currant jelly stool. Except for an ED visit for non-specific abdominal pain seven days prior to readmission, she had no history of abdominal pain or abdominal surgery.
Patient's laboratory data included an elevated CRP 9 mg/dL (<0.5), white blood cell count, 14.1x10 3 UL (4.8-10.8) initially and 18.5x10 3 UL on repeat examination. Patient's plain upright abdominal film showed a single air-fluid level in an otherwise gas free abdomen as a blurred view (Figure 2a ). Computed tomography revealed dilated jejunum with a thickening 7 mm intestinal wall and an increase in adjacent adipose tissue, suggesting internal herniation to the radiologist ( Figure  2b and c). Preoperative diagnosis was acute surgical abdomen secondary to internal herniation. At emergency laparotomy, there was a 4x4 cm defect in the mesentery. The entire small bowel, except for the last 40 cm of the ileum, had herniated through the defect. The bowel did not appear necrotic. Although it was reddened, it was not blue or black (Figure 3a , b). Reduction of the bowel was performed, the defect in the colonic mesentery was closed with 2.0 Vicryl, and the patient recovered uneventfully and was discharged home on the fifth postoperative day.
DISCUSSION
Herniation is defined as the movement of the intestines, tissues and organs to a different area from their normal anatomical location in the abdomen. If it occurs through a con-genital defect of the colonic mesentery, then it is a congenital mesenteric internal hernia.
Congenital mesenteric defects occur through thin avascular areas of the mesentery. Such areas include the area of Treves, which is 15 cm proximal to the ileocecal valve and located between the superior mesenteric artery and the ilieocoloc artery. The mesentery of the transverse colon, between the left colic artery and the mid-colic artery is also a site of herniation, as is the mesentery of the sigmoid colon between the sigmoid arteries and the left colic artery. Congenital internal herniation (CHI) occurs when the bowel or other tissues pass through defects in these areas. Being rare, it is difficult to diagnose and can be fatal. [5] Mesenteric herniation was first reported in 1836 during an autopsy by Rokatanski. The incidence of mesenteric herniation is 0.5% in all autopsies and 0.5 to 6% in autopsies done in patients with intestinal obstruction. [4] The true incidence of mesenteric defects is unknown as some are asymptomatic. Mesenteric herniation, as a cause of death, is at times discovered at autopsy. [5] This case was remarkable because most cases of internal mesenteric hernia occur in childhood and this patient was a young adult. Most cases of CIH are diagnosed at laparotomy or autopsy. Most of the mesenteric hernias seen in adults occur after gastrectomy or Roux en Y anastomosis. These hernias are trans-mesenteric and retroanastomotic. [4] Preoperative diagnosis of CIH is difficult and requires collaboration between the surgeon and radiologist. The recognition of trans-mesenteric hernias by CT is more difficult than the recognition of other intra-abdominal hernias. Our patient had symptoms and signs of intestinal obstruction and a suspicious CT scan which allowed us to make the preoperative diagnosis of trans-mesenteric herniation and treat her surgically prior to intestinal gangrene and necrosis.
Diagnostic Initiatives
The main problem of these patients is intestinal obstruction. They have abdominal distension, constipation, hyperactive bowel sounds and air-fluid levels on plain abdominal radiography. Pathology can be recognized by radiological studies when the patient is symptomatic. [6] The ilial cut off sign of the superior mesenteric artery is an important angiographic finding in symptomatic patients. Plane abdominal films reveal acute intestinal obstruction in 50-60% of the patients. In our patient, there was a single air fluid level in the left, medial outer quadrant. There is no evidence in the literature of useful ultrasonographic findings. [7] Currently, CT radiography is frequently used to diagnose causes of abdominal pain. However, the correct diagnosis of mesenteric herniation is difficult. Pathognomonic CT findings include thickened mesentery and a bouquet of herniated loops of dilated bowel with air-fluid levels displacing colon and stomach. Ascites can also be found.
If diagnosis is missed and surgery delayed, bowel necrosis may occur. If bowel necrosis occurs, morbidity and mortality increase by 50%. [8] Congenital trans-mesenteric hernia is a rare cause of bowel obstruction. If a patient with signs and symptoms of a bowel obstruction has no history of surgery or previous intra-abdominal infections, congenital internal hernia should be considered. Early CT and surgery will decrease morbidity and mortality in this condition.
